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Abstract
Transgender communities in the United States are highly marginalized and have been
systematically and infrastructurally ignored due to the widespread fundamental belief that gender
exists as a binary classification. The dichotomous theoretical framework of sex and gender
prevented public recognition of this community as a population of interest for public health
research and targeted intervention. Sexual and gender minority (SGM) populations have fought
for basic human rights, including access to affordable healthcare. The National Center for
Transgender Equality (NCTE) was founded in 2003 to advocate for the advancement of equality
for transgender people. In 2015, the NCTE conducted the United States Transgender Survey
(USTS) to collect data on people who identify on the transgender spectrum (n=27,715). For this
research, data from the USTS respondents were segmented into two general populations,
“binary” and “non-binary”. The “binary” population was further segmented into broad
categories: trans-femme/trans-feminine (TF), trans-masc/trans-masculine (TM). The “nonbinary” (NB) category encompassed gender non-conforming (GNC) identities and individuals
who did not adhere to binary identifiers. The purpose of this study was to elucidate health
disparities regarding access to and utilization of healthcare in the transgender community to
determine the need for policy changes and public health interventions. Additionally, an analysis
was conducted to determine the relationships between identity and terminology for the purpose
of assessing the feasibility of data collection for sexual orientation and gender identity (SOGI) in
government surveys based on self-reported data. USTS data reported disparities in access to
healthcare within gender identity categories, and TM and TF were more likely to report
postponement of healthcare utilization due to fear of discrimination than NB respondents. NB
respondents were significantly less likely to desire access to transgender specific care, but they
were likely to identify with the term transgender. Participants from all gender identity categories
were likely to answer SOGI questions on a national survey if asked. This research adds to the
iii

growing body of knowledge concerning inclusion of SOGI questions on population surveys.
Results from this USTS analysis indicate the need for further research on the intersectional and
diverse population of SGM to classify health disparities and to work towards solutions for health
equity for transgender people.
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Chapter 1: Introduction
Transgender Health
The term “transgender” is used as an umbrella term to describe individuals who do not
identify with the gender identity associated with the sex they were assigned at birth, and
“cisgender” is used in contrast to describe individuals who identify with the traits associated with
the sex they were assigned at birth. Throughout the history of sex, gender, and sexuality studies,
perceptions of normalcy and variation have shifted to reflect the dominant culture. Western
conceptions of sex and gender are often binary and do not traditionally include space for
variation in gender identity and expression. As a result of the dichotomous framework for sex
and gender, transgender people in the United States are considered a sexual and gender minority
(SGM) population. People who do not identify with binary sex and gender identity categories are
subjected to stigma and marginalization (Cruz, 2014).
The prevalence of the transgender community is not well known due to the lack of data
collection on gender identity and inconsistency in case definitions regarding gender variant
identities. A meta-analysis done by Arceus et al. (2015) estimated the prevalence of
“transsexualism”, using definitions from the 10th edition of the International Classification of
Disease (ICD-10) and the 3rd edition of the Diagnostic and Statistical Manual of Mental
Disorders (DSM-III). The authors note these are outdated editions of the ICD and DSM, and the
current editions reflect updated terminology regarding the transgender community. Arceus et al.
found an increase in the prevalence of individuals diagnosed as “transsexual” from 1945-2014.
The authors conjecture the increase in prevalence could be due to an increase in acceptability and
transgender visibility in media, allowing more people to “come out” and seek transgender
specific medical care (Arceus et al., 2015). Understanding the prevalence of transgender
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populations is essential to health studies and public health initiatives for transgender
communities.
Another systematic review and meta-analysis conducted by Collins, Reisner, Tangpricha,
and Goodman (2016) expanded on the work done by Arceus et al. (2015) by including more case
definitions associated with gender variance. They found significant differences in prevalence
based on definition. To account for differences in categorization, the authors reported prevalence
estimates by category. Category 1 consisted of prevalence estimates determined by prevalence of
gender affirming medical care including hormonal and surgical therapies; category 2 consisted of
estimates based on prevalence of diagnostic terms including gender dysphoria (GD), gender
identity disorder (GID), and transsexualism; and category 3 consisted of estimates from selfreported data on gender identity. Studies within each category utilized different methodologies in
calculating prevalence estimates. Within each category, methodologies vary: some studies
calculate prevalence of gender variance out of the total population and others calculate based on
the assigned sex at birth (ASAB). Prevalence estimates varied greatly across categories; studies
in category 2 and 3 found the lowest and highest rates of prevalence per 100,000, respectively
(Collins, Reisner, Tangpricha, & Goodman, 2016).
The discrepancies in prevalence are cause for concern because little is understood about
the demographic classification of the transgender community. The current United States Census
Bureau Current Population Survey (CPS) does not collect data on sexual orientation and gender
identity (SOGI) and therefore, cannot make connections between educational attainment, career
and workplace information, household income, health insurance status, healthcare utilization,
etc. and transgender identity (Holzberg et al., 2018). The Centers for Disease Control and
Prevention (CDC) collects data on SOGI in a few of their population surveys including the
Behavioral Risk Factor Surveillance Survey (BRFSS). The CDC began to offer an optional
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module for data collection on SOGI in the 2014 BRFSS, which states can utilize in addition to
other modules on demographics and health behaviors (Centers for Disease Control and
Prevention, 2017). The National Health Information Survey (NHIS) includes a question
regarding sexual orientation, but it does not currently ask participants about their gender identity
(Centers for Disease Control and Prevention, 2016).
Research on healthcare utilization, health behaviors, and healthcare access in transgender
populations is limited, and studies utilizing the BRFSS have methodological limitations that
leave out the most marginalized transgender populations. These highly marginalized populations
generally include incarcerated transgender people, homeless transgender people, transgender
people of color, and transfeminine individuals, including those who identify as male-to-female
(MTF) transgender (Downing & Przedworski, 2018). MacCarthy, Reisner, Nunn, Perez-Brumer,
and Operario (2015) conducted a literature review on the current state of transgender health
research to identify gaps in peer-reviewed literature from 1981-2013. The review found that HIV
and other sexually transmitted infections (STIs) are the most documented health concern in
research on transgender people. In addition to HIV and other STIs, research on transgender
health focuses on mental health and stigma. There were many gaps identified, including a lack of
studies identifying health promotion and stress and coping processes in transgender
communities; studies utilizing theoretical frameworks within health research; studies that
account for the heterogeneity of the transgender population; and studies on the female-to-male
(FTM) transgender community (MacCarthy, Reisner, Nunn, Perez-Brumer, & Operario, 2015).
Sweileh (2018) conducted a comprehensive analysis of peer-reviewed literature on
transgender health from 1900-2017 and found a significant increase in literature during the last
10 years. The review aligned with the findings of MacCarthy et al. (2015): literature on
transgender health predominantly regards the mental health of transgender populations, HIV
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prevalence, and discrimination and stigma (Sweileh, 2018). Nobili, Glazebrook, and Arcelus
(2018) conducted a systematic review and meta-analysis on the quality of life (QoL) of
transgender individuals. The study investigated mental health related QoL for transgender
populations and found QoL for transgender people to be notably lower than the general
population. The review called for more robust studies on transgender QoL, specifically with
regards to gender affirming medical treatment, including gender affirmation surgeries and
hormone therapy (Nobili, Glazebrook, & Arcelus, 2018). The emphasis on mental health, HIV,
and discrimination leaves gaps in the literature on topics including health insurances status,
healthcare access for transgender specific care and non-specific care, and healthcare utilization
of transgender individuals.
Research Objectives
This research aims to uncover the relationships between gender identity and expression
and healthcare utilization and access. Transgender communities are often combined, which does
not allow healthcare providers and public health officials to fully realize the extent of health
disparities in specific subsets of the population. The goal of this research is to disaggregate the
community of SGM individuals in an attempt to identify and analyze the differences in
healthcare utilization and access. Specific research questions are listed below.
Question 1: Are there significant demographic differences within the three gender
identity categories, binary (TM, TF) and non-binary?
Question 2: Are there differences in health insurance status based on gender identity and
other demographic identifiers?
Question 3: Are there differences in healthcare access based on gender identity and other
demographic identifiers?
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Question 4: Are there differences in healthcare discrimination based on gender identity
and other demographic identifiers?
Question 5: What is the acceptance of the term “transgender” as a uniform identifier for
population health studies among individuals with different gender identities?
Question 5.1: How likely are individuals to answer SOGI questions on
populations surveys based on gender identity and other demographic identifiers?
Significance to the Field
In the LGBTQ community, people who identify as transgender experience increased
forms of violence, discrimination, and harassment as they exist outside of the heterosexual
matrix and realm of intelligibility as formulated by queer theorists. The population can be further
stratified by other demographic factors, such as race/ethnicity, ability, socioeconomic status,
health insurance, and more through an intersectional analysis. The transgender community in the
United States is a growing population that has been increasingly recognized as a minority
population of interest in health disparities research. However, to date, few studies have examined
health disparities within the transgender community. The purpose of this study was to elucidate
health disparities experienced by the transgender population regarding access to and utilization
of healthcare to advocate for policy changes and public health interventions. Additionally, an
analysis was conducted to determine the relationships between identity and terminology for the
purpose of assessing the feasibility of data collection for SOGI in government surveys based on
self-reported data. This research adds to the growing body of literature advocating for the
inclusion of sexual orientation and gender identity (SOGI) questions on population surveys. This
study is significant as it utilizes theoretical frameworks including queer theory, intersectionality
theory, and social ecological theory in the analysis of healthcare access and utilization.
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Chapter 2: Background and Significance
Gender Identity and Expression
Gender is an abstract concept that arose to describe the manifestation of one’s assignedsex-at-birth (ASAB) and/or chosen sex (CS) through physical expression and series of routine,
reinforceable actions. These actions are generally set by the sociocultural environment and are
subject to policing. Multitudinous disciplines have made attempts to characterize the
construction of gender and debate the role of biological determinism in gender expression and
identity (Fausto-Sterling, 2000). Gender is often understood in the context of sex and sexuality.
Cultural attitudes towards sex and sexuality lay a framework for understanding acceptable
gender identities and associated roles and expression. Queer theory is an interdisciplinary field of
study which arose from lesbian and gay studies in the 1990’s to challenge essentialism in identity
politics (Jagose, 1993). Queer theorists propose that the construction of the binary sex categories,
male and female, and associated gender roles is inherently tied to performance of
heterosexuality.
The first known use of the term heterosexual in the United States was in 1892. Dr. James
Kiernan defined heterosexuality as a “mental condition” (Katz, 2007), characterized by a
person’s desire for multiple sexes. Kiernan also defined homosexuality as a person’s desire to
live as the opposite sex. These terms contrasted prevailing Westernized views of gender identity
at the time, which understood gender roles as binary and viewed sex and sexuality in the context
of reproduction. Overtime, heterosexuality became a term used to describe a healthy innate
sexual desire for the “opposite sex” (Katz, 2007) for procreation and family. Philosopher Judith
Butler coins the term heterosexual matrix to describe a framework for intelligibility (Butler,
2002). This matrix assumes sex and gender are binary, female/male and feminine/masculine,
respectively, and are associated with heterosexual desire for the opposite sex. Butler argues that
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because individuals who do not adhere to the heterosexual matrix in gender identity or sexual
desire exist outside of intelligibility and recognition in the context of this framework, they are
subjected to increased policing and violence (Butler, 2002), leading to stigmatization and
disparities in access to public services, including healthcare.
Lesbian theorist and poet Adrienne Rich coined the term compulsory heterosexuality to
describe the construction of dichotomous gender to appropriate heterosexual desire within the
heterosexual matrix (Rich, 1980). Sociologist Chrys Ingraham argued that Rich’s
conceptualizations of compulsory heterosexuality are a facet of many Western societies
(Ingraham, 2008). Sexual orientations and gender identities that exist outside of the heterosexual
matrix are encompassed by the umbrella acronym LGBTQ+ (lesbian, gay, bisexual, transgender,
queer, etc.). The current heteronormative framework of sex, gender, and sexuality is restrictive
and allows for infrastructural and interpersonal violence and discrimination against those within
the LGBTQ+ community who differ from the perceived norms (Meyer, 2012).
Intersectionality and the Social Ecological Approach
Gender identity and expression are inextricably tied to sexuality and other demographic
identifiers including, but not limited to, race/ethnicity, ability, nationality, language, and religion
(Lorde, 2003). Scholar Kimberlé Crenshaw coined the term “intersectionality” to particularize
the “multidimensionality of Black women’s experiences” (Crenshaw, 1989, p. 139). She argues
that black women exist at the intersection of both gender based and race based discrimination. In
the context of SOGI, LGBTQ+ people of color experience intersectional oppressions of
misogyny, homophobia, transphobia, and racism, and LGBTQ+ women of color experience
sexism in addition to misogyny, homophobia, transphobia, and racism. To identify health
disparities in the LGBTQ+ community, demographic identifiers must be incorporated into the
analysis to account for intersectionality. Additionally, a comprehensive social ecological
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approach must be taken when analyzing healthcare access and utilization to account for the
plethora of individual, interpersonal, organizational, community-based, and policy-based factors
that lead to health disparities in the transgender community.
Stokols (1996) defines social ecology as “the overarching framework, or set of theoretical
principles, for understanding the interrelations among diverse personal and environmental factors
in human health and illness” (Stokols, 1996, p. 283). Social ecological models (SEM) are used to
classify and analyze the interlocking causal factors affecting minority populations that lead to
health disparities. Hughto, Reisner, and Pachankis (2015) utilized the social ecological model to
classify the causes of health disparities within transgender communities and called for additional
research on the effects of multi-level stigma on gender nonconformity. The levels of the SEM are
intended to describe a person’s internal and external environment that affect and influence a
person’s actions, reactions, and interactions. In the context of health disparities in the transgender
community, the SEM provides a framework for understanding social and environmental
interactions and how they affect the individual. Figure 1 displays the relationships between the
SEM levels with some examples at each level.
Individual level. Individual factors include aspects of a person’s identity including, but
not limited to, demographic and socioeconomic factors, coping mechanisms, self-efficacy, selfesteem, internalized stigma, health literacy, and resiliency (Hughto, Reisner, & Pachankis, 2015;
Zimmerman, Darnell, Rhew, Lee, & Kaysen, 2015). Transgender people are intersectional in
their demographic and socioeconomic identities, and intersecting minority identities can lead to
increased stigma. Transgender people are at risk for gender-based stigma and violence from their
peers, their built environment, and at a policy level. Poteat, Reisner, and Radix (2014) conducted
a literature review on the burden of HIV in communities of transgender women (TW) and found
that TW were vulnerable due to a lack of recognition for their gender identity in a legal and
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social context. External barriers and discrimination can cause a person to internalize stigma and
compromise a person’s mental health, leading to health disparities (Hughto, Reisner, &
Pachankis, 2015; Zimmerman, Darnell, Rhew, Lee, & Kaysen, 2015). Individual factors such as
coping mechanisms, resiliency, self-esteem, and self-efficacy are important to develop to allow
for self-preservation and to help an individual develop an internal shield against negative
external factors as much as possible.
Interpersonal level. The interpersonal level is rooted in one’s relationship to others,
including their personal social network, traditions and cultures, and social media. At the
interpersonal level, people can find strength in online and offline collective networks.
Transgender activists and academics, such as Kate Bornstein and Susan Stryker, stress the
importance of interpersonal networks and chosen family for transgender populations to build a
strong support system (Bornstein & Bergman, 2010; Stryker & Whittle, 2006). Interpersonal
communication may also be a source of stress when interacting with transphobic people.
Transgender people are often subjected to random acts of violence, and transgender women of
color are the most at risk (Jefferson, Neilands, & Sevelius, 2013).
Organizational level. The organizational level describes the institutions around a person
that provide basic services, including healthcare, employment, and education. Each organization
has the ability to implement rules and regulations that affect transgender people. Healthcare
institutions can allow for discriminatory practices, such as refusing to address a transgender
patient with their name and pronouns and instead referring to them by their ASAB. Additionally,
medical forms are often dichotomous and do not allow space for gender identity. Healthcare
providers may be also discriminatory due to internal bias (Sabin, Riskind, & Nosek, 2015).
Community level. The community level incorporates all the previous levels and
additionally, the built environment. The built environment includes the structural world around a
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person: public facilities, parks, libraries, sidewalks, neighborhood structure, gas stations,
transportation, businesses, colleges and universities, and research institutions (Gordon-Larsen,
Nelson, Page, & Popkin, 2006). At the community level, individuals are interacting with multiple
levels within themselves, others, and institutions.
Policy level. At the policy level, emphasis is placed on health promotion policy in
legislative endeavors through policy making and writing, lobbying, and community advocacy.
Local, state, and federal governments are involved in policy making that affects the ways in
which transgender people are able to work, exist in public, use the restroom, express their
gender, and medically and socially transition legally and safely. Policies have the potential to
perpetuate and allow for government sanctioned discrimination against transgender people,
which was rampant for SGM when homosexuality and gender nonconformity were pathologized
and criminalized in the United States (Drescher, 2015). More recently, states, such as North
Carolina, Florida, Kentucky, and Texas, have attempted to instate transphobic laws prohibiting
transgender people from using the bathroom associated with their CS and gender identity and are
instead forced to use the bathroom associated with their ASAB (Samar, 2016). Another example
of a transphobic policy is the controversial transgender military ban implemented by the Trump
administration. Policies that increase stigma and criminalize gender nonconformity are harmful
to people’s mental health (Hughto et al. (2015).
Positive policy implementation can block institutionalized transphobia and the impunity
of hate crimes. Policy can also increase access to healthcare services through increased access to
health insurance coverage for transgender specific care. The 2018 Medicaid expansion in
Virginia increased funding to the public health insurance, which allowed over 400,000 lower
income individuals statewide eligibility to enroll (Vozzella & Schneider, 2018). Approximately
21,000 of those newly eligible individuals identify as LGBT (Goldberg & Conron, 2018).
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Medicaid in Virginia covers the costs of certain care that is particularly important for the
transgender community, including HIV testing, preventative care, and long-term care.

Figure 1. A diagram of the Social Ecological Model (SEM) for transgender populations in
the United States.

Identity Terms
The United States Census Bureau does not collect data on SOGI of participants in the
Current Population Survey (CPS) due to reasons including, but not limited to, lack of consensus
on terminology and question wording, apprehensiveness due to potential misuse of data, and the
11

inability to account for certain identities (Holzberg et al., 2018). The lack of data collection on
SOGI in population surveys makes it difficult to account for all members of sexual and gender
minority (SGM) populations and subsequently affects health-related research and funding
(Dilley, Simmons, Boysun, Pizacani, & Stark, 2010). Terms for gender identities are specifically
challenging to include because those identity terms can be personal and unique (Harrison, Grant,
& Herman, 2012). Although the term “transgender” is used as an umbrella term to describe
individuals whose gender identity does not adhere to the gender associated with their ASAB, not
every person who does not identify with their ASAB identifies as transgender. The acceptability
of the term “transgender” as a universal identity term among gender nonconforming individuals
is relatively unknown.
The Centers for Disease Control and Prevention (CDC) began including sexual
orientation questions on the BRFSS in individual states as early as 2001 (Conron, Mimiaga, &
Landers, 2010). The BRFSS data can be used to identify health disparities in self-reported
healthcare utilization and health-related behaviors (Blosnich et al., 2013; Conron et al., 2010;
Dilley et al., 2010; Fredriksen-Goldsen, Kim, Barkan, Muraco, & Hoy-Ellis, 2013). For example,
Fredriksen-Goldsen, Kim, Barkan, Muraco, and Hoy-Ellis (2013) analyzed data from the BRFSS
conducted in Washington from 2003-2010 to look for health disparities in lesbian, gay, and
bisexual (LGB) individuals over the age of 50. The study revealed LGB study participants had an
increased risk of disability and poor mental health outcomes in comparison to heterosexual
women and men. LGB women and men were also more likely to smoke and drink excessively
than their heterosexual counterparts (Fredriksen-Goldsen et al., 2013). Another study using
BRFSS data from ten states in 2010 found that LGB individuals were more likely to be smokers,
lesbian and bisexual women were less likely to utilize healthcare, and bisexual men were more
likely to report having asthma than heterosexual women and men. (Blosnich et al., 2013).
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Foundational population-based health studies have utilized cross-sectional self-reported data to
show differences between LGB health and that of the heterosexual population. Inclusion of
gender identity terms in the BRFSS came after the inclusion of sexual orientation. The first
BRFSS optional module for gender identity became available in 2014 (Meyer, Brown, Herman,
Reisner, & Bockting, 2017). Conron, Scott, Stowell, and Landers (2012) conducted a study with
BRFSS data from the SOGI questionnaires in Massachusetts. Their study sample displayed
improved health outcomes in comparison to other community assessments, in part due to several
limitations in methodology including the exclusion of individuals who are homeless or housing
insecure, a lack of proper data collection on the ASAB of participants, and lack of data collection
on the specific identity of the participant. Conron et al. (2012) reported that they could not
accurately analyze the transgender respondents due to sampling limitations. They reported that
the sampling methodology must be updated to reflect the diversity of the transgender population
(Conron et al., 2012).
The SOGI module from the BRFSS dataset includes a basic question on transgender
identity. Downing and Przedworski (2018) analyzed BRFSS data from the years 2014-2016 from
31 states and one Unites States territory, which was the largest set of states to use the SOGI
question module to date (Downing & Przedworski, 2018). This study found that transgender
respondents reported higher rates of disability and worse mental health than cisgender
populations, which includes lesbian, gay, bisexual, and heterosexual respondents. It also
identified a lack of healthcare utilization and health insurance among transgender respondents.
Although this study identified health disparities of the transgender population, it presented
several limitations. The BRFSS survey did not ask participants to identify their sex until 2016.
Instead, interviewers were instructed to assume the respondent’s sex based on the timbre of their
voice, which was a hindrance for researchers’ ability to accurately analyze the data. Additionally,
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homeless and institutionalized transgender populations are not accounted for due to the
methodology of the BRFSS. (Downing & Przedworski, 2018). Research on transgender
populations in the United States is improving and the inclusion of SOGI questions on population
surveys can provide more data on SGM, ultimately allowing for a better understanding of
community needs.
Health Disparities
In the United States, sexual and gender minorities have fought tirelessly for decades for
legitimacy, autonomy, and basic civil rights, including affordable healthcare access. Sexuality,
gender identity, and gender expression have been heavily policed in modernized American
society (Davison, 1976; Dworkin, 2003). Homosexuality was considered sinful and was
associated with psychiatric dysfunction until 1973 when it was taken out of the Diagnostic
Statistical Manual (DSM), used to classify mental illness (Drescher, 2015). In the context of
queer theory, the pathologization of homosexuality is an artifact of the normalization of the
heterosexual matrix. Before psychologists collectively determined homosexuality and gender
non-conformity were not pathologies, individuals who fell outside of the realm of intelligibility
with regards to their SOGI could not freely exist without risk of persecution. The majority of
research, prior to the removal of SOGI terms from the DSM, classified homosexual behaviors
and gender variance as deviant and subjected SGM populations to behavioral therapy and
psychotherapy. Scientists and researchers, such as Alfred Kinsey, sought to understand human
sexuality and in doing so, normalized homosexual behaviors and identifications as nonpathogenic and merely an artifact of normal sexual variation (Davison, 1976; Drescher, 2015).
Shortly following the de-pathologization of homosexuality and removal of homosexuality
from the DSM, “Gender Identity Disorder” (GID) was added in 1980 in addition to other terms
including “transsexualism”. This signified a shift in pathology from sexual orientation to gender
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identity and expression. The decision elicited mixed responses, and activists expressed concern
that this diagnosis would allow state-sanctioned violence against transgender people in the same
way that the homosexual diagnosis did. (Drescher, 2010). In response to activists’ collective
outrage at the pathologization of gender nonconformity, the latest edition of the DSM replaced
GID with “Gender Dysphoria” (GD). A GID diagnosis sustains the rigid binary of sex
identification and pathologizes individual expressions and identities that fall outside of the
heterosexual matrix (Butler, 2002; Cohen-Kettenis & Pfäfflin, 2010). In contrast, a GD diagnosis
implies a person feels discomfort with societal expectations associated with their ASAB and
associated gender. Individuals diagnosed with GD can work with medical providers to ease that
discomfort with transgender specific care (Fraser, Karasic, Meyer, & Wylie, 2010). The basis of
the GD diagnosis acknowledges the role of societal stigma and discrimination in health
disparities, increased rates of chronic health issues, and increased mental illness in the
transgender community.
According to Healthy People 2020, a public health initiative conducted by the United
States Office of Disease Prevention and Health Promotion, population health can be improved by
alleviating health disparities faced by minority communities (Healthy People, 2018). Health
disparities exist due to the historical disenfranchisement of specific minority populations linked
to demographic identifiers, such as race and ethnicity, sexual orientation and gender identity,
national identity, education level, and zip code. Infrastructural and interpersonal discrimination
towards minorities contributes to health disparities. For example, a study entitled “Project
Implicit”, conducted at Harvard University from 2006 to 2012, collected data from medical
providers including doctors and nurses via online survey (Sabin et al., 2015). The study found
that heterosexual medical providers express both explicit and implicit bias against homosexual
patients, including lesbian women and gay men, in comparison to heterosexual men and women.
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Studies also found that implicit and explicit racial bias in medical providers leads to health
inequity and subsequent health disparities resulting from decreased healthcare utilization
(Cooper et al., 2012). The intersectionality of racism, sexism, homophobia, and transphobia in
medical systems leading to worse health outcomes for marginalized minority populations
(Conron, Mimiaga, & Landers, 2010; Cooper et al., 2010; Ryan, Huebner, Diaz, & Sanchez
2009).
Within SGM populations, health disparities exist. In LGBTQ+ populations, gay
cisgendered men were a primary topic of study until the emergence of women’s health and
subsequently, lesbian and bisexual women’s health in the late 1990s (Solarz, 1999). In 2011, the
Institute of Medicine (IOM) released a report on the health of individuals in the lesbian, gay,
bisexual, and transgender (LGBT) community per request of the National Institutes of Health
(Graham et al., 2011). This report summarizes the state of LGBT health and lists
recommendations for future research on the population. The IOM report encourages researchers
to use intersectionality to account for various differences within LGBT populations (Graham et
al., 2011). Intersectional research methods must be utilized to determine the interactions between
race, ethnicity, gender identity and expression, sexual orientation, socioeconomic status, and
other demographic identifiers. The IOM also recommended more studies on certain SGM
populations. Specifically, lesbian, gay, and bisexual individuals are classified by their sexual
orientation, while transgender populations are categorized by their gender identity.
Disaggregating these identities within the LGBTQ+ community helps identify specific health
disparities faced by the transgender population (Graham et al., 2011).
The 2011 IOM report provides several examples of population-based surveys collecting
data on the transgender community that are not associated with the BRFSS including the
National Transgender Discrimination Survey (NTDS), conducted in 2008 by the National Center
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for Transgender Equality (NCTE) in collaboration with the National Gay and Lesbian Task
Force. The NTDS was the largest survey conducted with the transgender population in the
United States to date (N=6,456) and found evidence of health disparities (Cruz, 2014). The
NTDS provides a much more comprehensive view of transgender health disparities than the
BRFSS. Cruz (2014) conducted an analysis of data collected through the NTDS to identify
barriers to healthcare and health disparities faced by transgender and gender non-conforming
people. A majority of respondents identified as male-to-female (MTF) or female-to-male (FTM).
Transgender participants who identified as gender non-conforming or non-binary were a smaller
portion of the study population. This study revealed that over half of the study population
reported postponing medical care to due fear of discrimination. Cruz (2014) notes that this was
higher than the national average (20%) for Americans reported by the Center for Studying Health
System Change’s Health Tracking Household Survey in 2007 (Cruz, 2014; Cunningham &
Felland, 2008). Another study conducted using the NDTS revealed that transgender individuals
are at a higher risk for interpersonal violence and harassment in public spaces, which is linked to
worse mental health outcomes and suicidality. Over half of the respondents reported being
victimized by teachers, and MTF respondents were more likely than GNC individuals to report
denial of access to public spaces, such as housing and bathrooms (Seelman, 2016).
Through the NTDS and other local population-based surveys, public health officials
collected data on transgender communities to better understand the discrimination they face and
how various forms of discrimination lead to health disparities. Findings from these studies show
that individuals in the transgender community have been subjected to various forms of
infrastructural discrimination ranging from lack of access to bathrooms to denial of legal name
change (McGuire, Anderson, Toomey, & Russell, 2010; Seelman, 2016). McGuire, Anderson,
Toomey, and Russell (2010) utilized data on transgender youth from the Preventing School

17

Harassment (PSH) study conducted in California from 2003-2005 (n=2,260). The study found
that 82% of transgender respondents reported that they had heard negative comments on the way
they present their gender from fellow students (McGuire et al., 2010). In addition to
environmental barriers, visible members of the LGBTQ community also face interpersonal forms
of discrimination and violence from peers. (Bradford, Reisner, Honnold, & Xavier, 2013;
Conron, Scott, Stowell, & Landers, 2012; Grossman & D’augelli, 2006; Factor & Rothblum,
2008; Kenagy, 2005; Kosenko, Rintamaki, Raney, & Maness, 2013; Lombardi, 2001; Safer et
al., 2016). Kosenko, Rintamaki, Raney, and Maness (2013) collected data nationwide on
transgender adults in 2010 through an online survey (n=152). Over 70% of respondents
experienced stigma and adverse interactions with healthcare providers (Kosenko et al., 2013).
Transgender people are significantly more likely to delay seeking medical care due to provider’s
lack of knowledge and acceptance, further exacerbating health disparities (Cruz, 2014).
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Chapter 3: Methods
Study Design and Setting
This study was a secondary data analysis of the United States Transgender Survey
(USTS) to examine health disparities within subpopulations of the transgender community. The
dataset consists of data from the largest survey conducted with the transgender population. This
survey was designed to expand on the previously completed NTDS to collect more data and to
utilize updated questions. The USTS was offered online to participants who belonged to various
subsets of the LGBTQ+ community.
Data Source and Participant Recruitment
In 2015, the National Center for Transgender Equality (NCTE) conducted the largest
survey of transgender-identifying individuals in the United States (n=27,715) entitled the United
States Transgender Survey (USTS). The USTS was conducted as a follow up to the National
Transgender Discrimination Survey (NTDS), which the NCTE conducted in 2008-2009 to
understand the transgender people who are generally left out of population health data (n=6,450).
The NTDS displayed health disparities in the transgender community including, but not limited
to, increased rates of unemployment, assault, harassment, suicide attempts, housing insecurity,
and homelessness. The staggering results had an incredible impact on policy regarding the
LGBTQ+ population and encouraged research on the transgender community to further
understand health disparities. The USTS expanded on and updated the findings of the NTDS.
The aim of the USTS was to make an even bigger impact on policy and research advocating for
transgender people to have improved access to resources and subsequently, to improve quality of
life.
The NTDS and the USTS defined inclusion criteria as individuals who identify as
transgender and/or gender non-conforming, were age 18 and older, and were living in the United
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States including the 50 states, Washington D.C., Puerto Rico, Guam, and the U.S. Virgin Islands.
These surveys were marketed to LGBTQ+ centers around the country in an online format
compatible for computers and mobile devices. The USTS survey used various question types,
including answer choices that are dichotomous, categorical, and open-ended. The survey had 32
sections that touch on various topics related to health and quality of life. The survey was
available in both English and Spanish.
Data were collected through a series of outreach campaigns where the NCTE contacted
local, statewide, and national non-profits and asked them to distribute the survey to their
members. An Outreach Coordinator developed a list of over 800 different organizations that
support transgender people in some capacity. Organizations that agreed to partner with the
NCTE created a small space for participants to access a web-enabled device to take the survey to
allow for more accessibility. The survey was Americans with Disabilities Act (ADA) compliant
and provided various accommodations for people with disabilities. Upon completing the survey,
participants had the option of entering a cash drawing.
Quantitative Variables
In the USTS, participants were asked to identify their sex at birth: male or female.
Following this question, participants were asked to choose their current gender identity from a
list including six identifiers: Cross-dresser, Woman, Man, Trans woman (MTF), Trans man
(FTM), Non-binary/Genderqueer. The NCTE re-coded the answer choices to these two questions
in the survey to create a new gender variable with five identities listed: Cross-Dresser, Trans
Women, Trans Men, Assigned Female at Birth (AFAB) Non-Binary (NB), and Assigned Male at
Birth (AMAB) NB. Participants who selected “Woman” or “Trans woman” and AMAB were
grouped into the Trans Women category. Participants who selected “Man” or “Trans man” and
AFAB were grouped into the Trans Men category. Participants who selected “Non-
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binary/Genderqueer” and AMAB or AFAB were grouped into the AMAB NB and AFAB NB
categories, respectively. People who selected “Cross-Dresser” and AMAB or AFAB were
grouped into the Cross-Dresser category. For this analysis, the five gender categories were
collapsed into three: trans-femme/trans-feminine (TF), trans-masc/trans-masculine (TM), which
were part of the binary category, and gender non-binary identities (NB). Participants who
selected “Cross-dresser” were excluded from analysis due to the fact that “Cross-dresser” is a
term that does not necessarily imply binary or non-binary identification.
The three gender identity categories are purposely broad to account for the variation in
gender identity within the transgender community. In an attempt to utilize principles of queer
theory to dismantle the heterosexual matrix associated with gender identity, this study
categorized participants based on their chosen gender identity rather than perceived categories.
Since all participants included in the survey population self-identified as transgender, the term
“trans” is included in the variable titles. Transfeminine and transmasculine are terms chosen to
describe a broad spectrum of transgender identities associated with feminine and masculine
gender identity and expression. For example, people who identify as transwomen or transgender
women were included in the TF category, and people who identify as transmen or transgender
men were included in the TM category. The non-binary category includes gender nonconforming transgender individuals who do not identify within the context of masculinity and
femininity exclusively. This includes people who identify as non-binary, gender-fluid, and
genderqueer, among other categories.
A new variable was included in analysis that measures the congruence of self-perception
of transgender identity in relation to the perspective of others. Participants who identified as
Non-binary/Genderqueer were asked the following question: “For people in your life who don’t
know that you’re non-binary/genderqueer, what gender do they usually think you are?”.
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Participants who answered “Non-binary/genderqueer” were identified as congruent, meaning
their gender identity is congruent with their perceived gender identity. Participants who claim
others see them primarily as a gender that is not their own (i.e. “Man”, “Woman”, “Trans Man”,
“Trans Woman”, “They can’t tell”, “It varies”) were considered non-congruent. Another
question was used to determine congruence to transgender identity for individuals in the binary
TF and TM categories and the NB category. This congruence was measured by looking at the
question: “People can always tell I am trans even if I don’t tell them”. Participants had the option
to choose “Always”, “Most of the time”, “Sometimes”, “Rarely”, and “Never”. Participants who
answered “Always”, “Most of the time”, and “Sometimes” were considered congruent and
participants who answered “Rarely” and “Never” were considered non-congruent. Missing
participants were excluded from the congruence analysis.
To assess the feasibility of data collection on transgender populations for governmental
and public health surveys, two variables were utilized. Comfortability with data collection was
determined by the question: “If a national survey company, like Gallup, asked you the following
question: ‘We are asking only for statistical purposes: Do you, personally, identify as lesbian,
gay, bisexual, or transgender?’ How would you answer?” The answer choices were presented to
the participant were “I would answer Yes”, “I would answer No”, and “I would not answer”.
Participants were grouped to indicate whether or not they would answer the question, with “I
would answer Yes” and “I would answer No” recoded to “Yes” (1), and “I would not answer”
was recoded to “No” (0). The second variable measured the participants’ comfortability with the
term “transgender”. This question has a 5-point Likert-scale answer choice ranging from “Very
comfortable” to “Very uncomfortable”. This variable was analyzed categorically and
dichotomously, with “Very comfortable”, “Somewhat comfortable”, and “Neutral” recoded to
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“Comfortable” (1), and “Somewhat uncomfortable” and “Very uncomfortable” recoded to
“Uncomfortable (0).
Healthcare access was determined by a series of variables associated with healthcare
utilization and access. These access variables include: health insurance status, existence of a
doctor for trans-specific healthcare and routine healthcare, and experiences with healthcare
related discrimination. Healthcare utilization was determined by postponement of care due to
various factors including cost and fear of discrimination. To assess health insurance status
participants were asked “Are you currently covered by any health insurance or health coverage
plan?”. Participants who answered “Yes” were coded as a “1”, while participants who answered
“No” were coded as a “0”. To determine the use of transgender specific hormonal care,
participants were asked if they had ever utilized hormone treatment, and if they have utilized
treatment, whether or not they are currently on any form of hormonal therapy for gender
affirming care.
Participants were asked “Thinking about the doctor or provider you go to for your transrelated health care (such as hormone treatment), how much do they know about providing
healthcare for trans people?” They were given the ability to select six answer choices: “Do not
have a trans-related provider”, “Know almost everything”, “Know most things”, “Know some
things”, “Know almost nothing”, and “I am not sure”. Participants who selected “Know almost
everything”, “Know most things”, “Know some things”, “Know almost nothing” were coded
with a “1”, indicating they have a trans-related healthcare provider. Participants who answered
“Do not have a trans-related provider” were coded to “0”. An identical analysis was done to
determine the existence of a routine healthcare provider. Participants were asked “How much
does routine provider know about trans care?” They were given the ability to select six answer
choices: “Do not have routine provider”, “Know almost everything”, “Know most things”,
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“Know some things”, “Know almost nothing”, and “I am not sure”. Participants who selected
“Know almost everything”, “Know most things”, “Know some things”, “Know almost nothing”
were coded with a “1”, indicating they have a routine healthcare provider. Participants who
answered “Do not have routine provider” were coded to “0”. To analyze healthcare
discrimination, participants were asked 10 questions regarding different experiences with
discrimination in a healthcare setting. The discrimination questions included topics, such as
provider respect and knowledge about transgender identities and healthcare, experience with
refusal of healthcare due to gender identity, unwanted questioning and abusive language from
providers and healthcare professionals, and physical and sexual assault in a healthcare setting.
The NCTE collapsed these variables into a single variable indicating whether or not a participant
answered yes (1) or no (0) to any of the discrimination questions, and this variable was analyzed
for this thesis.
Demographic characteristics were assessed within the each of the three gender individual
groups. These variables include: race/ethnicity, sexual orientation, individual income,
employment status, citizenship, and age (Table 1). The three subgroups were compared to
determine if there was a significant difference in demographics. Following the demographics
analysis, healthcare access, utilization, and discrimination between transgender identity
categories were analyzed (Table 2). Demographic differences, including race and ethnicity,
sexual orientation, citizenship, age, educational attainment, and individual income, were adjusted
for when analyzing odds ratios.
Social Ecological Model. For each of variables in Table 1 and Table 2, a social
ecological level was assigned: individual, interpersonal, organizational, community, and policy.
The tables indicate the relationships between the demographic and outcome variables and the
related social ecological levels.
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Table 1. Demographic variables.
Variable

Description

Variable Type

SEM level

Gender identity

Gender identity of participants
stratified into three categories
(TM, TF, non-binary)

Nominal,
categorical

Individual

Race/ethnicity

Racial/ethnic identity of the
participant

Nominal,
categorical

Individual

Sexual orientation Sexual orientation of the
participants

Nominal,
categorical

Individual

Individual income Individual income of the
participants

Ordinal

Individual

Employment
Status

Whether or not the participant is
employed or unemployed

Nominal,
dichotomous

Individual

Citizenship

The citizenship of the participant

Nominal,
categorical

Individual

Age

The age of the participant

Nominal,
categorical

Individual

Religiousness/
Spirituality

Whether or not the participant is
religious and/or spiritual

Nominal,
dichotomous

Individual
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Table 2. Outcome variables.
Variable

Description

Variable Type

SEM Level

Congruence
(Non-Binary and
Transgender)

The relationship between the
participant’s self-perception of
transgender identity and others
perception of the participant’s
identity

Nominal,
dichotomous

Individual,
interpersonal

Health insurance
status

If the participant has health
insurance or not

Nominal,
dichotomous

Organizational

Routine doctor

If the participant has a routine
primary care physician for general
healthcare needs

Nominal,
dichotomous

Organizational

Trans-specific
healthcare doctor

If the participant has access to a
doctor with knowledge regarding
trans-specific healthcare

Nominal,
dichotomous

Organizational

Discrimination

Whether or not the patient has
experienced discrimination in a
healthcare setting

Nominal,
dichotomous

Interpersonal,
organizational,
community,
policy

Comfortability
with data
collection

The participant’s willingness to
answer a SOGI question regarding
their LGBT identity on a national
survey

Nominal,
categorical,
dichotomous

Individual

Comfortability
The participant’s comfortability to
with identity term identify with the term
“transgender”

Nominal,
categorical,
dichotomous

Individual

Data Analysis
Data were analyzed using IBM SPSS Version 25. To determine if there is any difference
in demographics between the three gender identity categories, a Chi-squared test was used.
Additionally, Chi-squared tests were used to analyze congruence and gender identity categories
comfortability with the term “transgender”. A Chi-squared test was also used to determine
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difference in health insurance type among those with health insurance in each gender category.
The author compared healthcare access among the three gender categories. A logistic regression
was conducted to determine the relationship between gender identity and health insurance status,
existence of routine doctor, existence of a trans-specific doctor, discrimination variables,
comfortability with SOGI data collection, and comfortability with the term transgender. Odds
ratios were computed through logistic regression and multiple logistic regression was used to
calculate adjusted odds ratios including demographic variables which were significantly different
between groups.
Weighting the Data
Due to the fact that the NCTE utilized convenience “snowball” sampling, the USTS
dataset is not generalizable to the broader national transgender population. The USTS sample is
disproportionately white (N=21980, 79%), despite the fact that population surveys display
evidence that transgender people in the United States are more likely to belong to communities
of color than the cisgender people. Transgender individuals are also likely to be in the younger
age bracket than the general population (Conron et al., 2012; Flores, Brown, & Herman, 2016;
Harris, 2015; Meyer, Brown, Herman Reisner, & Bockting, 2017). To transform this dataset, the
NCTE determined multiple weighting systems to distribute the demographics in a way that is
more representative of the diversity in the transgender population in the United States.
One of the weighting systems utilized data from the 2014 United States Census Bureau
American Community Survey (ACS) to adjust the frequencies of certain race and ethnicity, age,
and educational attainment groups to be more representative of the general transgender
population. Data were weighted to reflect the results from the American Community Survey
(ACS). The ACS is an annual survey conducted by the United States Census Bureau, including
over 3.5 million households throughout the nation (United States Census Bureau, 2018). The first
set of ACS data was collected in 2005 and included approximately 65,000 respondents; the
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survey continues to grow each year (National Research Council, 2007). The ACS differs from
the official census survey and focuses primarily on social, economic, and environmental aspects
of daily life, while the census conducts a count of the population (United States Census Bureau,
2018). Although the ACS does not collect data on SOGI, it is considered reflective and
generalizable to the United States population (Gates, 2011).
For this statistical analysis, the “full survey weight” (FSW) was utilized. The FSW is the
title of the SPSS variable associated with the NCTE ACS weighting system. It adjusts the race
and ethnicity, educational attainment, and age of the participants to reflect the general
population. Applying the FSW to the data affected the frequencies of the gender identity
categories. Table 3 shows a list of the five original gender identity categories, weighted and
unweighted. The analysis in this study include 24,380 the participants from the weighted gender
identity categories including people who identify as TF, TM, and NB (AFAB and AMAB).
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Chapter 4: Results
Results
Table 3 displays the difference in the frequency within the gender identity categories
based on the application of the Full Survey Weight (FSW). In the unweighted dataset, TF
individuals are approximately 33.3% (NTF=9238) of the sample; when weighted, the proportion
increases to 52.2% of the sample (nTF=13674). TM are approximately 28.7% (NTM=7950) of the
unweighted sample, and the percentage decreases to 21.8% (nTM=5699) of the sample with the
FSW applied. Lastly, the NB AFAB and AMAB categories combined are approximately 35%
(NNB=9769) of the unweighted sample, and the proportion is decreased to 19% (nNB=5007) of the
weighted sample.

Table 3. Gender identity categories with weighted and unweighted frequencies and
percentages.
TF

TM

NB
(AFAB)

NB
(AMAB)

CD

Total

Weighted (n)

13674
5699
3420
1587
1810
26189.684
(52.2%)
(21.8%)
(13.1%)
(6.1%)
(6.9%)
(100%)
Unweighted
9238
7950
7844
1925
758
27715
(N)
(33.3%)
(28.7%)
(28.3%)
(6.9%)
(2.7%)
(100%)
Acronyms in this table include: assigned female at birth (AFAB), assigned male at birth
(AMAB), transfeminine (TF), transmasculine (TM), non-binary (NB), and cross-dresser (CD).

Table 4 compares the differences in frequency and proportion of racial and ethnic groups
when the data were unweighted and when the data were weighted. Without the FSW, the
majority of respondents selected “White alone” as their racial and ethnic category, approximately
79% (N=21980). The remaining 21% (N=5735) selected a response indicating their racial and
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ethnic minority status from the following categories: “Black/African American alone”, “Alaskan
Native/American

Indian

alone”,

“Asian/Native

Hawaiian,

Pacific

Islander

alone”,

“Latino/Hispanic alone”, “Biracial/Multiracial/Not listed”, or “Middle Eastern/North African
alone”. With the FSW applied, the amount and proportion of participants who selected “White
alone” was reduced to 64.2% (n=15662). The remaining racial and ethnic minorities consist of
approximately 36% (n=8720) of the weighted sample, with the most representation from
respondents from the “Latino/Hispanic alone” racial and ethnic category (n=3699, 15.2%).
Representation from the “Black/African American” community increased from representing only
2.9% of the sample (N=782) to representing 13.8% (n=3364) of the racial and ethnic categories
among all three gender identities. The “Middle Eastern/North African” category has the least
amount of representation; they are 0.5% (N=130) of the unweighted dataset and 0.2% (n=57) of
the weighted dataset.

Table 4. Weighted and unweighted racial and ethnic categories segmented by the three
gender identity categories.
Variable

TF

TM

Non-binary

Race/
ethnicity

Total

Total
White alone

Black/African American
alone

Alaskan Native/American

N=7848
(85%)

N=7798
(79.7%)

N=7798
(79.8%)

N=21980
(81.5%)

n=9264
(67.7%)

n=3193
(56.0%)

n=3205
(64.0%)

n=15662
(64.2%)

N=243
(2.6%)

N=277
(3.5%)

N=262
(2.7%)

N=782
(2.9%)

n=1689
(12.4%)

n=1032
(18.1%)

n=643
(12.8%)

n=3364
(13.8%)

N=112

N=109

N=93

N=314
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Indian alone

Asian/Native Hawaiian,
Pacific Islander alone

Latino/Hispanic alone

Biracial/ Multiracial/
Not listed

Middle Eastern/North
African alone

Total

(1.2%)

(1.4%)

(1.0%)

(1.2%)

n=136
(1.0%)

n=54
(0.9%)

n=45
(0.9%)

n=235
(1.0%)

N=228
(2.5%)

N=207
(2.6%)

N=332
(3.4%)

N=767
(2.8%)

n=448
(3.3%)

n=157
(2.8%)

n=217
(4.3%)

n=822
(3.4%)

N=424
(4.6%)

N=498
(6.3%)

N=529
(5.4%)

N=1451
(5.4%)

n=1897
(13.9%)

n=1096
(19.2%)

n=706
(14.1%)

n=3699
(15.2%)

N=352
(3.8%)

N=481
(6.1%)

N=700
(7.2%)

N=1533
(5.7%)

n=217
(1.6%)

n=150
(2.6%)

n=176
(3.5%)

n=543
(2.2%)

N=31
(0.3%)

N=44
(0.6%)

N=55
(0.6%)

N=130
(0.5%)

n=24
(0.2%)

n=17
(0.3%)

n=16
(0.3%)

n=57
(0.2%)

N=9238

N=7950

N=9769

N=26957

n=13675
(100.0%)

n=5699
(100.0%)

n=5008
(100.0%)

n=24382
(100.0%)

Acronyms in this table include: transfeminine (TF), transmasculine (TM), and non-binary (NB).
The “N” represents the unweighted sample, and the “n” represents the weighted sample.

Table 5 gives weighted percentages for the demographic identifiers in the TF, TM, and
NB gender categories. When combined, participants across the three gender categories selected
“Heterosexual/Straight” for their sexual orientation. Within the gender categories, the highest
percentage of TFs selected “Gay/Lesbian/Same Gender Loving” (27.3%), TMs selected
“Heterosexual/Straight” (32.5%), and NBs selected “Queer” (30.3%). Participants were mostly
within the 25-44 age bracket, and NB respondents were generally younger than TF and TM
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respondents. A majority of respondents did not have a college degree; 64.7% of respondents
selected either “Less than high school”, “High school (including GED)”, or “Some college”. A
majority of survey participants had an individual income of below $50,000. Approximately 68%
of respondents selected either “$1 to 9,999”, “$10,000 to 24,999”, or “$25, 000 to 49,999”. A
majority of respondents were employed (85%) and identified as “Religious/Spiritual” (69.4%). A
vast majority of survey respondents were United States Citizens (96%).
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Table 5. Weighted demographic characteristics of the sample.
Variable

TF

TM

Non-binary

Sexual Orientation

Total

!2
pvalue

Total

p<0.01

Gay/Lesbian/Same
Gender Loving

27.3%

13.9%

9.8%

20.5%

Bisexual

20.6%

10.9%

9.3%

16.0%

Asexual

7.0%

6.0%

12.6%

7.9%

Pansexual

11.4%

14.8%

20.9%

14.2%

Queer

2.9%

18.2%

30.3%

12.1%

Heterosexual/
Straight

25.8%

32.5%

4.0%

22.9%

Not Listed

5.0%

3.8%

13.0%

6.3%

100.0%
(n=13674)

100.0%
(n=5700)

100.0%
(n=5007)

100.0%
(n=24381)

Total
Age

Total
18-24

4.5%

17.0%

30.2%

12.7%

25-44

32.6%

54.6%

47.2%

40.7%

45-64

44.6%

25.7%

14.5%

34.0%

65+

18.2%

2.7%

8.1%

12.5%

100.0%
(n=13674)

100.0%
(n=5699)

100.0%
(n=5007)

100.0%
(n=24380)

Total
Education Level

Total

Less than high school

16.9%

10.4%

9.6%

13.9%

High school (including
GED)

30.2%

26.2%

21.8%

27.6%

Some college

20.1%

25.1%

29.4%

23.2%

Associate’s Degree

8.5%

8.4%

6.8%

8.1%
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p<0.01

p<0.01

Bachelor’s Degree

14.5%

17.2%

20.6%

16.4%

Graduate or
Professional Degree

9.7%

12.7%

11.9%

10.9%

100.0%
(n=13674)

100.0%
(n=5698)

100.0%
(n=5007)

100.0%
(n=24379)

Total
Individual Income ($)

Total

No Income

6.6%

8.7%

14.3%

8.7%

$1 to 9,999

19.6%

23.2%

30.2%

22.6%

$10,000 to 24,999

25.3%

28.1%

21.0%

25.1%

$25,000 to 49,999

21.3%

22.0%

15.4%

20.3%

$50,000 to 100,000

16.5%

12.8%

9.8%

14.2%

$100,000 or more

9.1%

4.0%

7.3%

7.5%

Missing

1.6%

1.2%

2.0%

1.6%

100.0%
(n=13674)

100.0%
(n=5699)

100.0%
(n=5006)

100.0%
(n=24379)

Total
Employment

Total

Employed

84.4%

87.1%

83.9%

85.0%

Unemployed

15.6%

12.9%

16.1%

15.0%

100.0%
(n=9019)

100.0%
(n=4396)

100.0%
(n=3717)

100.0%
(n=17132)

Total
Religious

Total

Religious/Spiritual

70.9%

69.4%

65.2%

69.4%

Not Religious/
Spiritual

28.6%

30.3%

34.7%

30.3%

Missing

0.4%

0.2%

0.1%

0.3%

100.0%
(n=13674)

100.0%
(n=5699)

100.0%
(n=5007)

100.0%
(n=24380)

Total
Citizenship
U.S. Citizen

Total
95.1%

97.8%
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96.3%

96.0%

p<0.01

p<0.01

p<0.01

p<0.01

Documented Resident

3.2%

1.9%

3.0%

2.8%

Undocumented
Resident

1.7%

0.3%

0.7%

1.2%

100.0%
(n=13674)

100.0%
(n=5699)

100.0%
(n=5007)

100.0%
(n=24380)

Total

Acronyms in this table include: transfeminine (TF), transmasculine (TM), and non-binary (NB).

Table 6 assesses certain transgender specific variables including comfortability with the
term transgender, the congruence question, visual conformity level, and information regarding
SOGI on population surveys. A majority of the respondents think of themselves as transgender,
and 84.4% of the FSW sample selected that they were either “Very comfortable”, “Somewhat
comfortable”, or “Neutral”. Table 7 displays the results to two questions asked to NB
respondents only. Participants were asked to identify how they are perceived in society and their
subsequent actions if they are misgendered. NB participants were significantly more likely to let
people assume their gender or to gauge the situation before disclosing their gender identity
(p<0.5). Results from Table 6 and Table 7 were utilized to create Table 8, looking at congruence
in self-perception versus the perception of others. Approximately 98% of NB respondents
indicated that they are not read as NB and are instead mistaken as another gender identity (i.e.
woman, man, transwoman, transman). For the transgender congruence variable, an average of
48% of respondents’ self-perceptions of their own identities were congruent with the way others
perceived them, and 52% indicated a lack of congruence.
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Table 6. Weighted Transgender Identity Variables.
Variable

TF

TM

NB

Do you think of
yourself as
transgender?

Total
Total

Yes

94.9%

94.8%

76.2%

91.0%

No

5.1%

5.2%

23.8%

9.0%

100.0%
(n=13675)

100.0%
(n=5699)

100.0%
(n=5007)

100.0%
(n=24381)

Total
How comfortable are
you with the term
“transgender”?

Total

Very comfortable

52.5%

44.0%

34.7%

47.0%

Somewhat comfortable

17.8%

23.2%

26.7%

20.9%

Neutral

15.7%

17.8%

17.2%

16.5%

Somewhat
uncomfortable

8.5%

9.9%

16.1%

10.4%

Very uncomfortable

4.8%

4.2%

5.1%

4.7%

Missing

0.6%

0.3%

0.2%

0.5%

100.0%
(n=13674)

100.0%
(n=5700)

100.0%
(n=5700)

100.0%
(n=24380)

Total
People can tell I’m
transgender even if I
don’t tell them.

Total

Always

4.3%

2.0%

1.1%

3.1%

Most of the time

13.5%

7.0%

7.2%

10.7%

Sometimes

37.9%

26.7%

32.9%

34.3%

Rarely

30.7%

29.8%

32.9%

31.0%

Never

13.2%

34.3%

25.4%

20.7%

Missing

0.3%

0.2%

0.5%

0.3%
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!2
p-value

p<0.01

p<0.01

p<0.01

Total

100.0%
(n=13675)

100.0%
(n=5699)

100.0%
(n=5006)

Visual conformity

100.0%
(n=24380)
Total

Visual NonConformer

17.8%

8.9%

8.3%

13.8%

Somewhat Visual
Conformer

37.9%

26.7%

32.9%

34.3%

Visual Conformer

43.9%

64.1%

58.3%

51.6%

Missing

0.3%

0.2%

0.5%

0.3%

100.0%
(n=13675)

100.0%
(n=5700)

100.0%
(n=5007)

100.0%
(n=24382)

Total
If a national survey
asked whether you
identify as LGBT,
what would you say?

Total

I would answer Yes

86.7%

83.6%

82.6%

85.1%

I would answer No

2.2%

4.0%

3.0%

4.0%

I wouldn't answer

11.1%

12.4%

14.3%

12.1%

Missing

0.1%

0.1%

0.1%

0.1%

100.0%
(n=13674)

100.0%
(n=5699)

100.0%
(n=5007)

100.0%
(n=24380)

Total

p<0.01

p<0.01

Acronyms in this table include: transfeminine (TF), transmasculine (TM), and non-binary (NB).
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Table 7. Weighted non-binary gender questions.
Variable

NB Frequency

What gender do people
usually think you are?
Man

23.5%

Woman

45.2%

Transman

1.3%

Transwoman

1.1%

Non-binary/genderqueer

1.4%

They can’t tell

3.0%

It varies

20.4%

Not asked

4.1%

Missing

0.1%

Total

100.0%
(n=5007)

How do you respond when
people assume you’re not
NB/GQ?
Usually let them assume

44.0%

I sometime tell them I’m
NB/GQ

48.1%

I always tell them I’m NB/GQ

3.6%

Not asked

4.1%

Missing

0.1%

Total

100.0%
(n=5006)

Acronym(s) in this table include: non-binary (NB).
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Table 8. Congruence variables.
Variable

TF

TM

NB

Total

Congruent

-

-

69
(1.4%)

69
(1.4%)

NonCongruent

-

-

4938
(98%)

4938
(98%)

Total

-

-

5007
(100%)

5007
(100%)

!2
p-value

Non-Binary
Congruence

Transgender
Congruence

p<0.01

Congruent

7622
(56%)

2034
(36%)

2063
(41%)

11719
(48%)

NonCongruent

6008
(44%)

3655
(64%)

2920
(59%)

12583
(52%)

Total

13630
(100%)

5689
(100%)

4983
(100%)

24302
(100%)

Acronyms in this table include: transfeminine (TF), transmasculine (TM), and non-binary (NB).

In Table 9, health insurance access and utilization variables are outlined. A large majority
of the sample had health insurance coverage (84.3%). When asked about their trans-specific
healthcare providers’ knowledge, patients indicated a variety of responses. Participants in the TF
and TM categories were most likely to report that their trans-related healthcare provider “Knows
almost everything”, 32.3% and 35.6% respectively. For the same question regarding trans-related
healthcare providers, 69.9% of NB respondents stated that they did not have a trans-related
healthcare provider. Approximately 45.8% of the sample from all three gender identity
categories was not asked the question regarding routine healthcare. Within the group of
participants who were asked the question regarding the trans-specific healthcare knowledge of a
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participants’ routine provider, TF, TM, and NB mostly answered, “I am not sure”. Additionally,
23.1% of NB respondents answered that they did not have a routine healthcare provider. Each of
these analyses were significant with a p-value less than 0.05.

Table 9. Weighted health insurance and healthcare access variables.
Variable

TF

TM

NB

Do you have health
insurance?

Total

!2
p-value

Total

p=
0.002

Yes

84.5%

85.1%

82.7%

84.3%

No

15.2%

14.8%

17.0%

15.5%

Missing

0.3%

0.1%

0.3%

0.3%

100.0%
(n=13675)

100.0%
(n=5699)

100.0%
(n=5007)

100.0%
(n=24381)

Total
How much does your
trans-related provider
know about trans-care?

Total

Does not have a transrelated provider

24.5%

23.2%

69.9%

33.5%

Knows almost everything

32.3%

35.6%

7.7%

28.0%

Knows most things

17.4%

18.6%

5.2%

15.1%

Knows some things

12.1%

13.1%

5.6%

11.0%

Knows almost nothing

7.4%

5.4%

3.9%

6.2%

I am not sure

6.2%

4.1%

7.1%

5.9%

Missing

0.2%

0.1%

0.7%

0.3%

100.0%
(n=13674)

100.0%
(n=5699)

100.0%
(n=5007)

100.0%
(n=24380)

Total
How much does your
routine provider know

Total

40

p<0.01

p<0.01

about trans-care?
Does not have a routine
provider

9.7%

9.6%

23.1%

12.4%

Knows almost everything

1.9%

1.3%

0.5%

1.5%

Knows most things

3.8%

2.4%

1.7%

3.1%

Knows some things

9.2%

7.9%

5.0%

8.0%

Knows almost nothing

11.0%

11.1%

8.4%

10.5%

I am not sure

13.0%

13.7%

39.5%

18.6%

Not asked

51.2%

53.8%

21.7%

45.8%

Missing

0.1%

0.1%

0.1%

0.1%

100.0%
(n=13675)

100.0%
(n=5700)

100.0%
(n=5007)

100.0%
(n=24382)

Total

Acronyms in this table include: transfeminine (TF), transmasculine (TM), and non-binary (NB).

The discrimination variables displayed in Table 10 show that a majority of the FSW
survey respondents have not experienced healthcare discrimination (54.2%). Within the three
gender identity categories, TF were the most likely to experience healthcare discrimination
(31%), and NB participants were the least likely to have experienced healthcare discrimination
(18.6%). A majority of survey participants also responded that they have not experienced
postponement of healthcare utilization in the past year due to financial barriers (69.2%) or fear of
social stigma (78.2%). When comparing the gender identity categories, the highest proportion of
NB respondents reported postponement of care due to cost at 37.6%, while TF reported the
lowest rate of postponed care due to cost at 25%. TM reported the highest proportion of
postponed care due to fear of discrimination at 27.6%, and NB reported the lowest proportion of
respondents postponing care due to fear of discrimination.
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Table 10. Weighted healthcare discrimination variables.
Variable

TF

TM

NB

Have you had any
experience with
healthcare
discrimination?

Total

!2
p-value

Total

p<0.01

Yes

31%

29.3%

18.6%

29.3%

No

53.8%

53.2%

56.4%

54.2%

Not asked

11.7%

10.1%

19.8%

13.0%

Missing

3.5%

2.2%

5.2%

3.5%

100.0%
(n=13675)

100.0%
(n=5699)

100.0%
(n=5007)

100.0%
(n=24381)

Total
In the past year, was
there a time when you
could not see a doctor due
to cost?

Total

Yes

25.0%

34.8%

37.6%

29.9%

No

74.0%

64.8%

61.2%

69.2%

Missing

1.0%

0.4%

1.2%

0.9%

100.0%
(n=13675)

100.0%
(n=5699)

100.0%
(n=5007)

100.0%
(n=24381)

Total
In the past year, was
there a time when you
could not see a doctor due
to possible mistreatment?

Total

Yes

20.4%

27.6%

18.3%

21.6%

No

79.5%

72.3%

81.4%

78.2%

Missing

0.1%

0.1%

0.3%

0.2%

100.0%
(n=13674)

100.0%
(n=5699)

100.0%
(n=5006)

100.0%
(n=24379)

Total

p<0.01

p<0.01

Acronyms in this table include: transfeminine (TF), transmasculine (TM), and non-binary (NB).
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Table 11 outlines health behavior and utilization including routine checkups and
transgender specific care. A majority of respondents have visited a healthcare provider in the
past year (87% of FSW dataset). When asked about gender affirming hormonal care, 72.8% of
TF, 71.6% of TM, and 16.5% of NB stated they were on hormonal therapy at some point. Of the
respondents who selected they had utilized hormonal therapy in the past, 64.8% of TF, 68.1% of
TM, and 12.9% of NB selected that they are currently taking hormones for transgender specific
care.
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Table 11. Weighted healthcare utilization variables.
Variable

TF

TM

NB

In the past year, have
you gone to the
doctor or healthcare
provider?

Total

!2
p-value

Total

p<0.01

Yes

88.3%

89.9%

80.2%

87%

No

11.4%

10.0%

19.6%

12.8%

Missing

0.3%

0.1%

0.2%

0.2%

100.0%
(n=13674)

100.0%
(n=5699)

100.0%
(n=5007)

100.0%
(n=24380)

Total
Have you ever taken
hormonal therapy?

Total

Yes

72.8%

71.6%

16.5%

37.2%

No

24.8%

27.1%

82.6%

60.9%

Missing

2.4%

1.4%

0.9%

1.8%

100.0%
(n=13674)

100.0%
(n=5699)

100.0%
(n=5008)

100.0%
(n=24381)

Total
Are you currently
taking hormones for
your gender identity
or transition?

Total

Yes

64.8%

68.1%

12.9%

54.9%

No

7.9%

3.3%

3.6%

6.0%

Not asked

27.2%

28.4%

83.5%

39.0%

Missing

0.2%

0.2%

0.0%

0.1

100.0%
(n=13674)

100.0%
(n=5699)

100.0%
(n=5006)

100.0%
(n=24379)

Total

p<0.01

p<0.01

Acronyms in this table include: transfeminine (TF), transmasculine (TM), and non-binary (NB).
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Table 12 displays the odds ratios and adjusted odds ratios of the binary logistic regression
analysis. The reference category was TF because it had the most representation in the weighted
samples. Most of the results of the odds ratios and adjusted odds ratios analyses were significant
(p<0.05). The adjusted odds ratios controlled for demographic identifiers including race and
ethnicity, sexual orientation, citizenship, age, educational attainment, and individual income.
According to the analysis, when adjusting for other demographic identifiers, TM were 1.20 times
more likely to have access to health insurance when compared to the reference category TF,
while NB were 17% less likely to have health insurance in comparison to TF. TM were 1.29
times more likely to have a transgender specific care provider. NB were 89% less likely to have a
transgender specific care provider and were 46% less likely to have a routine provider in
comparison to TF. TM and NB were 1.15 and 1.42 times more likely to postpone medical
treatment due to cost than TF, respectively, and NB were 42% less likely to postpone seeking
healthcare due to fear of discrimination when compared to TF. TM and NB were less willing to
answer a SOGI question on an official survey than TF, and TM and NB were less comfortable
with the term transgender as a uniform identifier than TF. For the healthcare discrimination
question, TM were 1.12 times more likely to experience healthcare discrimination, but when
adjusted for demographic variables, there is no significant difference between the TM and TF
gender identity categories. NB respondents were less likely to face healthcare discrimination
than TF in both the regular and adjusted odds ratios.
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Table 12. Odds ratio and adjusted odds ratio with TF as the reference category.
Variable

Odds
Ratio

95% Confidence
Interval
Lower

Adjusted
Odds
Ratio

Upper

95% Confidence
Interval
Lower

Upper

Health insurance
TM

1.03

0.95

1.13

1.20

1.07

1.34

NB

0.88

0.80

0.96

0.83

0.74

0.94

TM

1.11

1.03

1.19

1.29

1.17

1.42

NB

0.11

0.10

0.12

0.11

0.10

0.13

TM

0.77

0.69

0.86

0.96

0.83

1.10

NB

0.45

0.39

0.52

0.54

0.45

0.66

TM

1.59

1.49

1.70

1.15

1.05

1.25

NB

1.82

1.70

1.95

1.42

1.29

1.57

TM

1.49

1.39

1.60

1.06

0.96

1.16

NB

0.88

0.81

0.95

0.58

0.51

0.65

0.88

0.80

0.97

0.70

0.62

0.80

Existence of TransSpecific Care
Provider

Existence of Routine
Healthcare Provider

Lack of visiting
healthcare provider
due to lack of cost

Lack of visiting
healthcare provider
due to fear of
discrimination

Willingness to answer
SOGI question on
official survey
TM
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NB

0.75

0.68

0.82

0.69

0.60

0.79

TM

0.94

0.86

1.03

0.76

0.67

0.85

NB

0.57

0.53

0.62

0.48

0.42

0.54

TM

1.12

1.05

1.20

1.00

0.93

1.08

NB

0.57

0.53

0.62

0.45

0.41

0.50

Comfortability with
the Term Transgender

Healthcare
discrimination

A bolded number implies that p<0.05. Acronyms in this table include: transfeminine (TF),
transmasculine (TM), and non-binary (NB).
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Chapter 5: Discussion
The purpose of this study was to analyze the USTS dataset to determine healthcare access
and utilization in the transgender community. Population based studies, such as the USTS,
provide invaluable data that lay the foundation, groundwork, and justification for legislative
endeavors and public health programs to improve healthcare delivery for transgender people.
Transgender visibility is increasing in the politics, social media and news, and pop culture, which
creates a safer environment for individuals to openly identify as gender nonconforming. With
increasing visibility and growing need for transgender specific healthcare, data collection and
analysis are crucial to alleviate health disparities.
The demographic results of the dataset constitute the individual innermost layer of the
social ecological theory. The racial and ethnic identity, sexual orientation, age group, educational
attainment, individual income, employment status, religiousness and spirituality, and citizenship
status are a part of the individual, intermixed and affected by other levels including interpersonal,
organizational, community, and policy. Each of these factors influences a person’s healthcare
access and utilization in addition to the surrounding structural and psychosocial environments
(Stokols, 1996). The use of queer theory, intersectionality theory, and social ecological theory
establish a framework for classifying and understanding the role of gender identity and
expression in an individual’s life within the context of their surrounding environments with
regards to health disparities.
Research Questions
The output of the statistical analysis provided evidence and results for the various
research objectives. Research question 1 intended to determine whether there was a significant
difference (p<0.05) in the demographic identifiers between each of the three gender identity
categories: TF, TM, and NB. In the race and ethnicity category, a majority of participants across
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each gender identity category are “White alone”, and no notable differences were seen in other
racial and ethnic categories. With regards to sexual orientation, TF participants were more likely
to identify as “Gay/Lesbian/Same Gender Loving”, the TM participants were more likely to
select “Heterosexual/Straight”, and the NB participants were more likely to select “Queer”.
Participants were generally younger, and a majority of individuals across all gender identity
categories selected the “25-40” age category. Participants in each gender identity category were
most likely to have completed “Some college”. A vast majority of participants are “Employed”
(85.0%) and are United States citizens (96.0%). Meyer, Brown, Herman, Reisner, and Bockting
(2017) analyzed the results from the 2014 BRFSS survey, including states and territories that
allowed for the implementation of the gender identity module. Transgender people were
approximately 0.53% of the 2014 BRFSS sample and significant differences between
transgender and cisgender respondents were classified. The data showed that transgender
respondents were significantly more likely to belong to a minority racial and ethnic group; they
were less likely to get a college education; they were less likely to be able to work; and they
were less likely to be in a high-income bracket than the cisgender population.
Research questions 2, 3, and 4 were related to healthcare access and health disparities.
Research question 2 asked whether there are any differences in health insurance status among
any of the three gender identity categories when controlling for any significant demographic
differences. Transmasculine identifying individuals were 1.20 times more likely to have health
insurance coverage, and Non-Binary individuals were 17% less likely to have health insurance
coverage when compared to Transfeminine identifying individuals. Overall, a majority of the
sample reported having health insurance (84.3% of FSW dataset). This result is similar to one
found by Downing & Przedworski (2018) in their analysis of BRFSS data from 2014-2016.
Their sample reported that a vast majority of transgender respondents were insured: MTF
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(81.4%), FTM (76%), and gender nonconforming (84.1%). The cisgender population analyzed
during that year reported increased access to health insurance: cisgender females (90.1%),
cisgender males (87%). The authors noted that these results may not be representative of the
actual transgender individuals living in the United States, who are marginalized and often do not
have access to affordable healthcare. They specifically mention that transgender women of color
are at a high risk of violence and marginalization. This finding is attributed to the sampling
methodology of BRFSS, which inadvertently excludes transgender populations, who may be
housing insecure, homeless, or institutionalized (Downing & Przedworski, 2018).
Research question 3 identifies differences in healthcare access based on gender identity
category and other demographic identifiers. Healthcare access was determined by whether or not
participants had access to a trans-specific healthcare provider and a routine healthcare provider.
When asked whether or not they had access to a routine healthcare provider, 9.7% of TF, 9.6%
of TM, and 23.1% of NB reported not having access to a routine provider. A majority of
participants from each of the three gender categories reported having access to healthcare. This
finding from the USTS is different from previous findings, which showed that transgender
respondents were less likely to have access to health care coverage and a primary care provider.
A study done by Meyer et al. (2017) also indicated that people who identify as transgender face
increased barriers to healthcare access and utilization, including primary care, than cisgender
people.
When asked about a trans-related healthcare provider, 24.5% of TF, 23.2% of TM, and
69.9% of NB respondents stated they did not have a trans-related provider. In the adjusted odds
ratios, TM people were 1.29 times more likely to have access to a trans-specific healthcare
provider, and NB individuals were 89% less likely to have access to trans-specific healthcare
than TF. NB people may have reduced access to trans-specific care due to reduced need for
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services. Another indicator of reduced need for certain care is a series of questions regarding
participants’ medical histories with gender affirming hormonal care. Participants were asked if
they had ever taken hormones in their lifetime. TF had the highest proportion of respondents
with 72.8% in the stating they have tried hormonal therapies, and 72% of TM also indicated a
history of hormonal care. Of the NB respondents, 16.5% reported using hormonal therapy for
gender affirming care. Participants who responded yes to that medical history question were
asked whether they were currently taking hormones for transgender specific care. Sixty-five
percent of TF individuals and 68.1% of TM individuals answered “Yes” while only 12.8% of NB
participants reported that they were currently taking hormones. The lack of transgender specific
healthcare for NB individuals could be in part due to the reduced number of NB respondents
utilizing transgender specific care, such as hormonal therapy. Clark, Veale, Townsend, FrohardDourlent, & Saewyc (2018) analyzed data from the Canadian Trans Youth Health Survey
(k=839), which was conducted online from 2013-2014. The study segmented respondents by
binary, transgirls/women and transboys/men, and non-binary categories. The data showed no
significant demographic differences between the binary and non-binary gender categories;
however, Clark et al. (2018) found that binary participants (52%) were much more likely to seek
hormonal care than non-binary individuals (13%).
Research question 4 addresses differences in healthcare discrimination based on gender
identity category and other demographic identifiers. When asked if they had any experience with
discrimination, 31% of TF, 29% of TM, and 18.6% of NB stated that they had experienced some
form of interpersonal healthcare discrimination. When conducting unadjusted odds ratios for the
relationship between gender identity category and experiences with healthcare discrimination,
TM were found to be 1.12 times more likely to have experienced healthcare discrimination than
TF, and NB people were 43% less likely to have experienced healthcare discrimination than TF.
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Once demographics were included in the analysis, there was no statistically significant difference
between experiences with healthcare discrimination between TF and TM at a p-value less than
0.05. In the adjusted odds ratio, NB were 46% less likely to have experienced healthcare
discrimination than TF. When asked about lack of healthcare utilization due to a fear of
discrimination, 20.4% of TF, 27.6% of TM, and 18.3% of NB reported postponement of care.
The binary logistic regression found that NB are 42% less likely to postpone care due to fear of
discrimination than TF. This could be in part due to the congruence variable for NB individuals.
Approximately 68.7% of NB respondents reported that they are viewed as either a “Man” or a
“Woman”, which is incongruent to their gender identity, and only 3.6% of NB individuals
reported that they always disclose their gender identity. Since NB respondents may appear to be
cisgender, they may have “passing privilege”, in which a person is able to remain within the
framework of intelligibility due to phenotypic similarities to dominant groups. In the context of
the transgender community, passing indicates a person’s ability to be perceived as cisgender,
therefore reducing risk of discrimination and stigma (Mizock & Hopwood, 2016).
The results from the fourth research question presented results contrary to previous
research on the transgender population from surveys done by the NCTE. In the analysis of the
NDTS results, transgender individuals were found to have reduced access to health insurance and
healthcare due to fear of discrimination. Cruz (2014) indicated that over half of NDTS
respondents reported postponement of care due to fear of discrimination, but in the results of the
USTS, 21.6% of respondents within the three gender identity categories reported postponement
of care due to fear of discrimination. The cause of this reduction is unclear, but it may be partly
due to the passage of time and the increased acceptance of transgender people. The NDTS was
conducted in 2008 and the USTS in 2015. The differences may also be due to the convenience
sampling bias. To adequately address health disparities within the racially and ethnically diverse
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transgender community, future population survey-based research must design robust
methodology that will collect data on transgender people of color adequately. This will avoid the
necessity of weighting future data and will produce more accurate and useful results on
transgender people.
Research questions 5 and 5.1 evaluate the term “transgender” as a uniform identifier and
the likelihood a person will answer a SOGI question on a population survey. When asked about
comfortability with the term transgender, 86% of TF respondents, 85% of TM respondents, and
79% of NB respondents answered wither “Very comfortable”, “Somewhat comfortable”, or
“Neutral”. TM were 25% less likely and NB folks were 50% less likely to be comfortable with
the term transgender when compared to the reference group TF. Regarding the likelihood a
participant would answer a SOGI question, 89% of TF, 88 % of TM, and 86% of NB individuals
would respond the question, and a vast majority would answer “Yes” to the question if asked.
According to the adjusted odds ratio, TM and NB people were 30% less to say they would be
willing to answer a SOGI question on a population survey. This finding is confirmed by
Holzberg et al. (2018), who conducted a series of focus groups with transgender individuals
throughout the United States on behalf of the United States Census Bureau to assess the
feasibility of including SOGI questions on the Current Population Survey. They found that a
majority of participants were okay with the term transgender and would be willing to answer
SOGI questions on a questionnaire. Some shared concerns regarding persecution, potential
misuse of the data, and distrust of the government and institutions as deterrents for answering a
set of SOGI questions.
Limitations
There have been few robust estimates of the transgender population due to a lack of
consensus on terminology, lack of data collection on national public health surveys, and
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generalized social stigma (Arcelus et al., 2015; Collins et al., 2016; Cruz, 2014; Holzberg et al.,
2018). According to the USTS codebook, the NCTE weighted the data based on their
understanding of the transgender community, which is not statistically relevant without accepted
population estimate. The frequencies of individuals in each gender identity category were
different when the FSW was applied, indicating the need for more targeted recruitment strategy
and sampling methodology during the data collection to ensure proper representation without
weighting. The previous iteration of the USTS, the NDTS, did not need a weighting system to be
applied prior to analysis due to the fact that the racial and ethnic sample was nationally
representative (Cruz, 2014). Additionally, minority racial and ethnic categories were vastly
underrepresented in the unweighted dataset. This presents a limitation for analysis due to the lack
of minority representation and intersectionality in the original USTS dataset. In weighting the
data to account for the lack of representation from racial and ethnic minority populations, the
NCTE made the assumption that a small volume of a minority respondents can accurately
represent the opinions of their racial and ethnic group. This unassuming, underlying racism in
this assumption further indicates the need for intersectionality theory in public health practice.
White respondents were not generalized or homogenized, and the diversity within the group of
white transgender respondents was well accounted for. The complexities of the demographics of
the transgender population in the United States are relatively unknown; however, many studies
point to the racial and ethnic diversity of the population (Flores, Brown, & Herman, 2016;
Harris, 2015; Meyer et al., 2017).
Other limitations in this study include selection bias, in that those who selected to
participate may not represent the true population. Additionally, data were self-reported which
could result in self-report bias. Participants may have over or under reported information if they
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felt the answer was more socially acceptable. This includes sociodemographic characteristics,
healthcare access and utilization, and experiences with discrimination.

Conclusion
The results of this secondary data analysis indicate the need for further research on
disparities in healthcare access and utilization within the transgender community in the United
States to continue to classify the underlying social and ecological factors influencing health
disparities. Individual medical care and public health initiatives must be informed by the needs
of the actual transgender population. To account for the intersectionality of the transgender
population in the United States, researchers should utilize more intentional sampling
methodology, rather than convenience sampling, to avoid misrepresentation in the population.
Population studies are lacking data on racial and ethnic minorities, which presents a serious
limitation. This study calls for the ongoing methodological development of statistical tools for
the analysis of intersecting identities, communities, and policies causing health disparities in the
transgender community.
In addition to increasing research on the transgender population and SGM, it is crucial for
public health officials and researchers to support the inclusion of SOGI questions on national
governmental population surveys to inform funding allocation and health related policy
implementation. Minority populations must be formally recognized by the government in record
keeping prior to receiving benefits, and data collection is a step towards SGM gaining more civil
rights, including affordable, accessible healthcare services. Based on this study and others,
transgender populations would be willing to answer SOGI questions on population surveys.
Future research on healthcare utilization and access can inform policy to improve quality
of life for transgender populations. Medicaid expansions and bathroom bills are important
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examples of policy that affects transgender populations. When federal, state, or local funding is
invested into public healthcare systems, SGM are included due to their intersectionality and
likelihood to be eligible for public benefits. Additionally, policy should be implemented to
ensure both public and private health insurers cover the cost of transgender specific care,
including, but not limited to, gender affirmation hormonal therapies, surgical therapies, sexually
transmitted infection (STI) testing, counseling and therapy, and HIV testing and care.
Additionally, policies regarding education and training of physicians is needed to reduce
discrimination against transgender people and to reduce the likelihood that they would delay care
due to the fear of discrimination.
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Appendix

This is the IRB Exemption letter allowing use of the data for research at UNLV.
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